ONE HUNDRED CASES OF GASTRO-ENTEROS- 
TOMY FOR SIMPLE ULCER OF THE 
STOMACH AND DUODENUM. 1 

BY B. G. A. MOYNIHAN, M.S., F.R.C.S., 

OF LEEDS. 


During the last few years I have operated upon over 160 
patients for diseases of the stomach and duodenum. The cases 
include examples of malignant disease treated by gastrectomy, 
partial or complete, or by' gastro-entcrostoniy; of hour-glass 
stomach; of perforation of ulcers; and of chronic ulcers of 
the stomach which were in need of surgical treatment for one 
reason or another. 

Up to October i, 1903, I had performed gastro-cntcros- 
tomy for ulcer of the stomach or of the duodenum exactly 100 
times. In the following paper I have attempted an analysis of 
this scries of cases. 

It will be readily admitted that all the records in a long 
series of such cases arc not of equal value. The experience 
which ripens with each successive case is not at the bidding of 
an operator at the beginning of his career. The earlier records 
are, therefore, imperfect; many observations which would now 
he made were then omitted, as the need for them was not ap¬ 
preciated. 

The total number of operations was 100, the mortality two. 
Eighty-five cases were operated upon for chronic ulcer with 
intractable dyspepsia, or dilated stomach, with one death. Fif¬ 
teen cases were operated upon for profuse and recurring haemor¬ 
rhage, with one death. 

There were fifty-six females and forty-four males. The 
youngest patient, a female, was aged seventeen; the oldest, a 
male and a female, were each sixty-two. The average age was 
thirty-five. 


’Read before the Clinical Society of London, December n, 1903. 
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Ill ten cases the induration around a chronic ulcer was so 
marked that I have recorded the presence of a “ tumor.” 

In two cases, both females, the patients said they had suf¬ 
fered from stomach troubles “ all their lives,” and that vomiting 
was present in early infancy. In the first there was pyloric 
thickening with complex adhesions, in the second I have noted 
that the pylorus was like a “ thick and rigid tube;” in this case 
there were no adhesions. It is possible that in both a congenital 
malformation of the pylorus was present. 

In fifty-eight cases the presence of a single ulcer or of the 
scar of a single ulcer was noted. In twenty cases there were 
two ulcers, in four cases there were three ulcers, and in seven 
the ulcers are described as being multiple. This statement needs 
criticising, for I found, as my experience grew, that, on more 
careful and more extended examination of the stomach on both 
anterior and posterior surfaces, a second or a third ulcer was 
frequently found that formerly would have been overlooked. I11 
the earlier cases, five in number, when the anterior operation of 
Wolfler was performed, the posterior surface of the stomach 
was not examined. I11 the last fifty operations more ulcers than 
one were found in the stomach on twenty-two occasions. Duo¬ 
denal ulcer was found alone in nine cases; duodenal ulcer with 
one or more gastric ulcers in thirteen cases. Again, it should be 
said that the co-cxistcncc of duodenal and gastric ulcers was 
more often noticed in the later cases. The great majority of 
the ulcers were in the pyloric third of the stomach. It was rare 
to notice one within the cardiac third. Adhesions which were 
noticed in twenty-two cases varied greatly in extent and in com¬ 
plexity. In two cases there was a history of the perforation of 
an ulcer, so diagnosed by the medical man in attendance; in 
both of these the whole stomach was densely adherent, and it 
was with difficulty that so much of the stomach was cleared as 
to allow of a gastro-entcrostomy being performed. 

Fifteen cases were operated upon for hemorrhage. Of 
these one patient, aged sixty-two, died. The only other fatal 
case was in a man aged twenty-eight. This patient died of a 
strangulated internal hernia. All the small intestines, with the 
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exception of about fifteen inches of the lowest ileum, had.passed 
through the opening in the transverse mesocolon into the lesser 
peritoneal cavity and had become strangled by the margins of 
the opening. In performing the operation upon this case, I was 
conscious of having made the tear in the transverse mesocolon 
larger than usual. 

In several of the cases, the patients complained of little 
more than severe, intractable dyspepsia. It was quite an ordi¬ 
nary history for a patient to say that his or her trouble came on 
“ in attacks;” that in the intervals there was comparative com¬ 
fort, though solid food could not be freely taken, and that relief 
was sought because the attacks were becoming more serious 
and the intervals were shorter. Vomiting was often incon¬ 
spicuous as a symptom, and in some cases the patient said that 
she had never vomited. On inquiry, it was found that such a 
patient had been compelled, owing to pain and the sense of im¬ 
pending sickness, to curtail the diet, to omit first one and then 
another article of food, until little but milk or Benger’s food was 
taken. Vomiting was not present because it was never elicited. 
A patient who had vomited frequently and in abundance would 
often be entirely free from any sickness while resting under ob¬ 
servation in hospital. In all, vomiting had been observed as a 
repeated occurrence in forty-four cases. 

Haematcmesis had been recognized, apart from those cases 
operated upon because of the haemorrhage, in twenty-one cases. 
Mekena was observed alone in three cases, in all of which a duo¬ 
denal ulcer was found. Ilacmatemesis and melrena were ob¬ 
served together in six cases; in four of these gastric ulcers alone 
were found, in two, both duodenal and gastric. 

Pain was the most constant and the most distressing symp¬ 
tom. It appeared sometimes before a meal was finished, some¬ 
times half an hour or an hour afterwards. A “ hunger pain,” 
a pain eased by the taking of food and appearing two to four 
hours after the meal, was noticed in cases both of gastric and of 
duodenal ulcer, and was always associated with hyperchlor- 
hydria. 

Hemorrhage was the immediate and determining cause of 
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operation in fifteen cases. I11 all of these there had been symp¬ 
toms of stomach troubles for a shorter or longer time before 
the onset of the bleeding. I have elsewhere discussed the vari¬ 
ous forms of hamiatemesis dependent upon gastric ulcer, and I 
need only say here that the points which determine one to treat 
such a case surgically are the recurrence of the haemorrhage and 
its quantity. Several of these patients were in a desperate con¬ 
dition. In five of them saline intravenous infusion was em¬ 
ployed at the time of the operation; from three to five pints 
were given according to the patient’s needs. The haemoglobin 
percentage was r8, 22, 25, 28, and 33 in five of the most serious 
cases; in the rest it was above this point, or was not recorded. 
In all these patients, gaslro-cnterostomy alone, without the ex¬ 
cision of the ulcer, was performed; in not one of them was 
there any trace of renewed bleeding after the operation. There 
is, without doubt, a very remarkable tendency to spontaneous 
cessation in gastric haemorrhage. In luemorrhage from what 
is known as an “ acute” ulcer, one of the most assured events is 
the spontaneous cessation of the bleeding. Though the haemor¬ 
rhage may he copious and most alarming, it is rarely fatal. In 
chronic ulcer, the same tendency is noticed; and indeed, in some 
cases in which an operation has been performed, the ulcer has 
been found, and the bleeding vessel has been seen plugged with 
a firm clot. The factor which determines a recurrence of the 
haemorrhage is, according to my observation, distention of the 
stomach. In one case I had to puncture the stomach to let out a 
large volume of gas before I could manipulate it, and secure it 
with a clamp as a preliminary step in the performance of gastro¬ 
enterostomy. In all the cases upon which I have operated, this 
distention of the viscus has been observed, and in some it has 
been phenomenal. It is, I consider, the stretching of the ulcer, 
caused by the distention of the stomach, which is chiefly re¬ 
sponsible for the repetition of (he haemorrhage. In one case, 
not in this scries, I have excised the ulcer. The question ns to 
what is the best method of treatment in hjematcniesis treated 
surgically has been much discussed, and the question remains 
still unsettled. There are some who advocate the opening of 
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the stomach and the search for the ulcer. There arc others who, 
ignoring the ulcer, hasten to perform gastro-enterostomy in the 
belief that this will secure the spontaneous arrest of the bleed¬ 
ing. My own feeling is that if the ulcer is readily found it may 
be excised, but in any case gastro-enterostomy should be per¬ 
formed as well. For tbe ulcer may be difficult or impossible to 
recognize; it may not be single; and if, therefore, one ulcer is 
excised, another may be the source of the haemorrhage, and the 
haemorrhage continuing may prove fatal. Two cases of this 
kind, at least, are recorded. That gastro-enterostomy will 
secure, or at least go far to securing, the arrest of the bleeding 
(by emptying the stomach, as I think), I submit that my record 
of cases undoubtedly shows. Whether, therefore, the ulcer be 
excised or not, a gastro-enterostomy ought certainly to be per¬ 
formed. 

fn three patients regurgitant vomiting was observed; in 
one of the patients the vomiting ceased on the tenth day after 
the stomach had been washed out once; in another, the painless 
vomiting of bile continued for nearly a year; in the third case, 
I was dissatisfied with the appearance of the anastomosis as soon 
as my suture was completed. There had been, about two years 
before the operation, a perforation of an ulcer in the stomach, 
and there were the utmost complexity of adhesions all round the 
stomach, which greatly distorted its outline. There appeared to 
be a kinking at the point of junction of the jejunum with the 
stomach, and I was tempted to perform entero-anastomosis then 
and there. I did not do so, however; but when vomiting of 
bile commenced, as I feared it would, directly the patient came 
round from the aiucsthetic, I reopened the abdomen and joined 
the afferent and efferent loops of the jejunum. One hundred 
and thirty-two ounces of bile-stained fluid were vomited within 
fifty-four hours of the original operation; after the second 
operation there was no vomiting. The causes of the “ vicious 
circle” or “ regurgitant vomiting” have been difficult to dis¬ 
cover. It was supposed that the presence of bile and pancreatic 
juice in the stomach excited the act of vomiting; but a case of 
my own, in which, owing to a complete rupture of the bowel at 
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Ihe duodenojejunal flexure, I had to close the duodenal end and 
implant the jejunal into the stomach, proves without question 
that these fluids arc harmless. For in this case all the bile and 
all the pancreatic juice passed into the stomach, yet digestion 
proceeded as before, and the boy ate well, enjoyed perfect com¬ 
fort, and gained in weight. The correct explanation of the cause 
of regurgitant vomiting in some of the cases was first given by 
Dr. Mayo, of Rochester, Minnesota. He showed that if the 
anastomosis were made at some distance from the greater curva¬ 
ture on either the anterior or the posterior surface, a pool of 
fluid collected below the opening, and there being stagnant, ex¬ 
cited the act of vomiting. He urged that the anastomosis should 
always he made as close to the greater curvature as possible. 
Since making sure, in all my operations, that the lower end of 
the opening was at the greater curvature, I have never seen the 
vomiting of bile in any case. There are cases, however, to which 
this explanation docs not apply. In these there is an acute kink 
at the point of anastomosis, and the symptoms are those of in¬ 
testinal obstruction high in the small intestine. In such circum¬ 
stances the bile and pancreatic juice regurgitate into the stom¬ 
ach through the pylorus. 

Gastric tetany has been observed in greater or less severity 
in five cases. In three it was slight and affected only the hands, 
forearms, and the calf-muscles. I11 two it affected these muscles, 
the neck muscles and the abdominal muscles, and in both the 
patients experienced the utmost agony, one of them repeatedly 
expressing a hope that she might die, to be spared future attacks. 
In one case, tetany affecting the hands and forearms was ob¬ 
served in a patient on several occasions during the first few days 
after the gastro-entcroslomy had been performed. This patient, 
who had a very dilated stomach and a markedly stenosed and 
thickened pylorus, told me at the time that she had never pre¬ 
viously suffered from such attacks, but within the last month 
she has called to tell me that a relative with whom she then 
lived had reminded her that she had suffered from cramps of the 
hands, with the typical “ obstetric position,” ten years before. 
Whatever the cause of gastric tetany may prove to be, there can 
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be 110 doubt that the disease in its severer forms is ;i com¬ 
plication of old-standing dilatation of tbe stomach that can 
be prevented by the earlier performance in these cases of 
gastro-enterostomy. 

Chest complications were seen in three cases; in one there 
was a sharp attack of pneumonia, in two there was acute bron¬ 
chitis. I11 one case, not in this series, of malignant disease of 
the stomach and in one case of hour-glass stomach acute pneu¬ 
monia has followed the operation. The symptoms have begun 
about tbe end of tbe second or on the third day, and tbe acute 
stage has lasted about one week. Many theories have been sug¬ 
gested to explain tbe frequency of pneumonia after operations 
in tbe upper part of tbe abdomen. It has been attributed to 
exposure, to embolism, to the fixing of tbe upper abdomen by 
the patient in the unconscious effort to keep the wound at rest, 
and to the anaesthetic. Much has been written about this sub¬ 
ject, but where there arc many theories there is little knowledge. 
My own belief is that the pneumonia is septic in origin, and is 
due, in most cases, to the inhalation of putrid material from 
carious or unclean teeth. When a patient who is to have gastro¬ 
enterostomy performed comes to the hospital or to the Nursing 
Home lie or she is supplied, as a routine, with a tooth-brush and 
a bottle of an antiseptic mouth-wash, and instructions arc given 
that the teeth are to be brushed freely every two hours. In addi¬ 
tion, all food given is liquid and is sterilized. If the patient is 
admitted on Monday at noon, for example, five grains of calomel 
are given 011 Monday evening, a saline aperient on Tuesday 
morning, and an enema on Tuesday night. The stomach is 
washed out on Monday evening or Tuesday morning, as is con¬ 
venient, the washing being continued until the fluid returns quite 
clear, and a second washing takes place about an hour before 
tbe operation. Tbe operation is done on Wednesday morning. 
The importance of the cleansing of tbe mouth and of the steriliz¬ 
ing of the food was conveyed to me by the work of Dr. Harvey 
Cushing, of Baltimore. 

After the operation, the patient, when in bed, is propped up 
in the scmirccumbent position by five or six pillows, or by the 
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bcd-resl. If the patient is very ill and in urgent need of fluid 
nourishment, water, milk, or other fluid is given at once in small 
doses quickly increased. Saline cncmata of five to six ounces, 
with or without brandy, are given every four hours, and a 
simple aperient enema is given every twenty-four hours. The 
toilette of the mouth is still carefully supervised. 

The anterior operation of YVolflcr was performed in five 
cases, the posterior of von Hacker in ninety-four cases, Roux’s 
operation in one case. My choice of this last method was due 
to the fact that, owing to the perforation of a duodenal ulcer for 
which I had operated several months before, there were many 
adhesions crippling the stomach and warping its outline. I11 a 
previous almost exactly similar case, already mentioned, I had 
been compelled to reopen the abdomen and perform an cntcro- 
anastomosis. In any case of this kind, in future, I should adopt 
Roux’s procedure. It is ideally perfect as a method of gastro¬ 
enterostomy. It reproduces almost exactly the normal condi¬ 
tions. Its sole disadvantage is that the time necessarily ex¬ 
pended in the operation is at least ten minutes longer than in an 
ordinary posterior gastro-enteroslomy. I am so satisfied, how¬ 
ever, with the results of the posterior operation, and with the 
perfectly uneventful course of the great majority of the cases, 
that there docs not seem to me to be any need for the routine 
adoption of Roux’s method. 

In ninety-two of the cases, the result of the operation has 
been from the first as satisfactory as could be wished. Appetite 
has soon returned, and food has been taken in any quantity with 
relish. All these patients have gained in weight, the gain vary¬ 
ing in amount from seven pounds to four and one-half stones. 
In the remaining six cases the after-history has not been so good. 
In every one of these hypcrchlorhydria was pronounced before 
the operation, and has proved a source of pain and inconvenience 
afterwards. Of the six patients, three have improved greatly 
under medical treatment, continued for three to five months, and 
are now quite well; one is almost well, and two are still under 
treatment. The last three have all been operated upon within 
the past eight months. It is possible that in some of these cases, 
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owing to the excess of free hydrochloric acid, the mucous mem¬ 
brane in the distal limb of the jejunum has been digested, form¬ 
ing a peptic ulcer, and that this lias caused some of the symp¬ 
toms from which the patient lias suffered. The six cases arc 
the only ones that have not been completely successful. They 
have shown me that when hyperchlorhydria is present as a 
prominent and enduring symptom, some preliminary treatment 
by diet and alkalies may be desirable. 

Ill two cases the condition was diagnosed before operation 
as malignant, and the appearances found at the operation were 
taken as confirming the diagnosis. Yet malignancy is disproved 
by the fact that both patients have gained over three stones in 
weight, and remain perfectly well, though the operations were 
done in June, 1900, and in January, 1901. I11 one case, not 

included in this series, the induration at and near the pylorus 
was supposed to be simple in character, but the subsequent 
course of the case lias shown that the condition was malignant. 
This may have been an error of diagnosis, or the case may be 
an example of “ ulcus carcinomatosum,” of the implantation of 
cancer upon the edge of a chronic ulcer. This case occurred 
early in my experience. I do not think that the differentiation 
between simple and malignant conditions in the stomach causes 
me any difficulty now. 

In three cases, not included in this list, I performed pyloro¬ 
plasty. The last operation was done in January, 1901. I do not 
intend to perform this operation in any subsequent case. Gastro¬ 
enterostomy is, in my judgment, a much more satisfactory 
method of dealing with any condition of pyloric stenosis. (This 
criticism does not apply to Finney’s operation of gastroduode- 
nostomy or pyloroplasty.) The operation of gastro-entcrostomy 
is so safe and its results arc so good that I cannot doubt that it is 
the most desirable operation in all cases of chronic gastric ulcer. 
Its success depends in no small measure upon care in the prepa¬ 
ration of the patient, speed in operating, the choice of a method 
which is simple, and which does not need a long exposure of 
viscera, and upon many details in after-treatment. Excision of 
an ulcer is perhaps desirable in some special instances, but the 
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main indication to be fulfilled is drainage of the stomach, and, 
to secure this, gastro-enterostomy should always be performed. 
I11 many cases in this series the patients were extremely ill, 
wasted, and enfeebled to the last degree, and it was only by the 
exercise of the greatest care that the operations proved success¬ 
ful. There arc at least a dozen cases that one would not have 
been surprised to lose. Now that the mortality is reduced to so 
small a figure as 2 per cent., the surgeon may not unreasonably 
expect that, from being a last and sometimes desperate resource, 
gastro-enterostomy may he considered as a method of treatment 
worthy of consideration in a much earlier stage of chronic ulcer 
of the stomach. 



